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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD FOR KENPAC PROGRAM
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CABINET FOR HUMAN RESQURCES
DEPARTMENT FOR MEDICAID SERVICES

. HOSPITAL SERVICES MANUAL

CERTIFICATION ON LOBBYING (MAP-343 A)

g iwLmeg R e N ]
MAP-343 A
(11/91)

CERTIFICATION ON LOBBYING
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

The undersigned Second Party certifles, to the best of his
or her knowledge and belief, that for the preceding con-
tract period, {f any, end for this current contract period:

1. No Federal appropriated funds have been pald or will
be paid, by or on behalf of the undersigned, to any
person for fnfluencing or attempting to influence an
officer or employee of any agency, & Member of Con-
gress, an offlcer or employee of Congress, or an em-
ployee of a Member of Congress in connectlon with the
awarding of any Federal contract, the making of any
Federal grant, the making of any Federa) loan, the
entering into of any cooperative sgreement, and the
extension, continuatlion, renewal, amendment, or modifi-
cation of any Federal contract, grant, loan, or cooper-
ative agreement.

2. 1f any funds other than Federal appropriated funds
have been paid or will be paid to any person for influ-
encing or attempting to influence an off{icer or employ-
ee of any agency, & Member of Congress, an officer or
employee of Congress, or an employee of a Member of
Congress in connection with this Federal contract,
grant, losn, or cooperative agreement, the undersigned
shall complete and submit standard Form-LLL "Disclo-

sure Form to Report Lobbying," ia accordance with its

fnstructions.

3. The undersigned shall require that the language of
this certification be included in the award documents
for s)) subawards at all tiers {including subcon-
tracts, subgrants, and contracts under grants, loans,
and cooperative agreements) and that all subreciplents
shall certify and disclose accordingly.

This certification is a material gepresentation of
fact upon which relliance was placed when this transac-
tion was made or sntered into. Subaission of this
certification 1s a prerequisite for saking or entering
fnto this transaction Imposed under Section 1382, Ti-
tle 31, U.S. Code. Any person who fails to file the
required certification shall be subject to & civil
penalty of not lesg than $10,000 and not sors than
$100,000 for such fajjure.

SIGNATURE:

NAME =

TITLE:

DATE:

TRANSMITTAL #19 APPENDIX 111-8
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

MAP-344 (Rev. 3/91)

Kentucky Medicaid Progrem

Provider Information

{Rame) {County)

{Tocation Address, Tireet, Route Ko, P.O. Box)

{City) (State) _ (Tip)

{OfTice Phonef of Provider)

(Pay to, In care of, Attention, etc. TT difTerent froo above address.)

Pay to éddress (17 diflerent from above)

7. Federa) Employee 1D No.

8. Socid) Security No.

9. Llicense Ko.

10. Licensing Bosrd (1! applicadle):

11. Original license date:

12. Xentucky Medicaid Provider No. (1f known)

13. Redicare Provider Wo. {If applicadle)

14. Practice Organization/Structure: (1) Corporation
(2) Partnership ___(3) 1ndividual
(4} Sole Proprietorship (5) Public Service Corporation
(6) Estate/Trust _ (7Y Covernment/Non-Profit

15. Are you & hospital based physician (salaried or under contract
by ¢ hospitel)? yes no
Name of hospital(s}

TRANSMITTAL ¢19 (31 APPENDIX IV-A, Page 1




LD FORM : APPENDIX 1V-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

_;\.,‘«:.':: B T R EE I
M- (Rev. 08/88)
ZENTUCKY MEDICAL ASSISTANCE PROGRAN

frovider Information

o .5-., Hag,

1

Q.QA

2. : )
Ttreet Mmcx ¥ U Bon. wouts humoar (In tare of, Fltentioa, etc.)

/

(4137 \ Tlate Tip Coce

.. N
Tres Coce Telephone hyroer
\\
5. N

Fiy to. In Gare of, Attantion, esc. (I aifTerent from acove)
\‘~ l//
’

5.
Vay & Kdress (1T difTarent Trom above]
7. federal Usployer 10 Rumoer: / <.

8. Soclal Security Nuaber: /

<
$. License Number: / N
10, Licenaing Joare (1f lulmp%):

11. Origtnel Licanse Data: / AN

12, 1AP Provider Waber (1f Known):

13, Yedicars Provider, r {1f Applicadte): .

18. Provider Type 41 Practice Orqantzation:

177 Corboration (Nblic) /7 Indivicual Practice i~ louiul-u\an\ Mriictan
I/ torperation (Privata) /7 artrernty /77 Srouwp Practics
/-J’ msmnu’-‘:::‘:m i retie I/ Ron-trefit
< /u grow practice, Numder of Providers ta Crowp (specify provider type):
, o

-

~ . R RN . . .o Nz -
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NEW FormMm
APPENDIX 1V-A

CABINET FOR HUMAN RESOURCES
ECPARTHENT TOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

- AP e R PRI R

16, If group practice, number of providers in group (specify provider type):

17. 1f corporation, nare, address, and telephone number of corporate office:

Telephone No:

Name and address of officers:

. If partnership, name and address of partners:

. Netiona! Pharmacy Wo. {11 applic
(Seven-digit nusber assigned by
Programs.)

able):
the National Council Tor Prescription Drug

20. Physi:icn/?rofessional Speciaity Certification Board (submit copy of
Board Certificate):
st Date

nd B Date

21, Xame of Clinic(s) in which Provider is 3 member:
Ist

nd

Ird

&th

22. Controt of Medical facility:

___ feders) State __County __City

T Charitable or religious

—__ Proprietary (Privotely-o«ned) ___ Other

TRANSHMITTAL /19 (1#] APPENDIX IV-A, Page 2
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PROVIDER INFORMATION (MAP-344)
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NEW ForM
APPENDIX IV-A

CABINET FOR HUMAN RESOURCES.

DEPARTMENT FOR MEDICAID SERVICES

- HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

fiscal Year €nd:

. Administrator : Telephone No.

2%. Assistant Admin: Teleghone No,

. Controller: Telephone Ko.

. Independent Accountant or CPA:
Telephone No.

. 1f sole proprietorship, name, address, and telephone nueber of owner:

. If facility is government owned, list names and addresses of
board members:

President or Chairman of Board:

Member:

Member:

. Management Firs (1f applicadble):

. Lessor {1 applicable):

. Distribution of beds in facility:
Total Kentucky
Total Licensed  Medicaid
Beds Certified Beds

Acute Care Hospital
Psychiatric Hospital
Nursing Facility
MR/00

. Nf or MR/DD owners with Sy or more ownership:
Kame Address % of Ownership

TRANSMITTAL #19 [3#] APPENDIX IV-A, Page 3
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[CABINET FOR KUMAN RESOURCES
CEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

“AP-3A (Rev. CB/08)
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NEW - i

P - /7”)
/QCMZ APPENDIX IV-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

R I R i ok Sl S e s e T el SR SN Cim o o I RN I e

34. Institutional Review Committee Members (1f applicable):

35, Providers of Transportation Services:
Number of Ambulances in Operation:

Number of Wheelchair Vans in Operation: .
Basic Rate (Includes vp to __ siles)
Per Mile $ Oxygen §

[
fxtra Patient § Other 3

36. Has this application been completed as the result of a change of onnership of @
previously enrolled Hedicaid provider? ___ yes no

37. Provider Authorized Signature: [ certify, under penalty of law, that the infor-
mation given in this Information Sheet is correct and compiete to the best of )
P my knowledge. 1 am dware that, should investigation at any time show any falsi-
fication, | will be considered for suspension froa the Program and/or prosecu-
tion for Medicaid Fraud. 1 hereby suthorize the Cabinet for Husan Resources to

make all necessary verifications concerning me and 8y sedical practice, and
further authorize and request each educational institute, sedical/Vicense board
or orgenization to provide all information that say be sought in connection
with my application for participation in the Kentucky KMedicaié Progrea.

Signature: ___

Name:

Title:

Return all enroliment forms, changes and inquiries to:

Medicaid-Provider Enrollment
Third Floor East

279 East Main Street
frankfort, KY 40621

INTER-OFF1CE USE ONLY
License Number Verified through (Enter Code)

Comments:

Date: Staff:

]

et e einive B8 e

~ B P R T e S N R N R R S S R D P e e
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[CABINET FOR HUMAN RESOURCES

OEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

N -t

maP.3ed (Rev. C2/85) ' /’///

YON. Pansqement Firm (1 Applicadle):

Vone:
N

. M\dﬂﬂ:

32. tesvar (1 dgplicantel:

ume:

lggress: - /

/

\‘ .
33, Srstratution of Beas a Facaivty (Carplets for 1) levely of care):

“cwl Title 111
*eta! L zenseq Beos Tg7t fteg Beas

N

nosp1 Ul deute Care /
"01p 1) Prycmratrie /
wospital B/ipoer -
Resprratory Disedse
Stilles nurying Facritty
Intermediste Care Fac 2y
CF/me00
Personal Zare Factltyy

o LSF, ILF/MRICD Ownary «ntn ST oF More Ownerigts:

- Percent of

V4
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oLp FORM

[CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX 1V-A

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

/

. Institutiona) Review Committee Membars (If Roplicadle):

N\

AN

« Provigery of Xransportation Services:

No. of Metylancey 1A Operation: No. of dheelchair Yans in Dferation:
Total No. of taplo)qes: {Caclose 1ist of ames, ages, ejferience L Tratning.)

Current Rates:
A, Msic Nt $
b. Per mile s
C. Caygen 3
0. Gtrs attent

{Includes vp to

miles.)

« Provider Authorized Stgrature: 1 cafiify. under tenalty of Yos, that the taformation
glven 1n th1s Jaformation Sheet 15 cordect Fha complete to tne best of #y thow!ecye.
1 & swire tat, shOViE 1Avestigation at\gAy time show aay falgification, | will e
tonscered for swidension from the 'ru; ng/or prosecution for Medicatd Frave., |
Neredy avtnorize the Cadinet for mumap Resovxzes to aate all necessary varifications
COMCErning me and By Bedi1cal Dracticd, ang fulher JVINOTIZE ANE FEQVESt R4CH #OuCi~
t1onsl fnstitute, medical/1ceanse Koare or orgadation to provide all Information
AL By De SOougnt IR cORReCt1on /M LA By #ppl1catiQr fOr partiCIpation 1a the Centucey

Aedrcal Assrstance Program.

INTER-OFFICE 95{ oy
License r verifisd through

(Eatar Code)

Commenty:

V4

-
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APPENDIX X

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

THIRD PARTY LIABILITY PROVIDER LEAD FORM

(REV. 7/91)

THIRD PARTY LIABILITY
LEAD FORM

Recipient Name @ MAID /

Date of Birth : Address:

pate of Service : To:

pate of Admission: pate of Discharge:

Name of Insurance Coapany:

Address @

Policy f: Start Date: End Date:

PRSI g

Date Piled vith Carrier :

Provider Name : provider §:

Comment.s:

Signature:

TRANSMITTAL #13[4+#] APPENDIX X
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[CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
HOSPITAL SERYICES MANUAL
THIRD PARTY LIABILITY PROVIDER LEAD FORM
THIRD PARTY LUABILITY PROVISER LEAD PORM
PROVICER 02
— emtpte v\
BIRTHDATE:
CATZ P SDRVICE: ' “0: /,{A:z QP ADUSSION:
CATE OF DISCHARCE: \m e, .
POLICY ¢ \ NO1
NOLNT (F DPECTID ADGYTTS: \
MALL T0: 8
—~ -

E SR

EPPERDTY 1]
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NEL APPENDIX XI

CABINET FOR HUMAN RESOURCES - FDRM
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MAKUAL

CERTIFICATION OF CONDITIONS MET (MAP-346)

MAP-346
(7192)

KENTUCKY MEDICAID PROGRAM
CERTIFICATION OF CCADITIONS MEY
FACILITY-BASED MEDICAL PROFESSIONALS RIMUNERATION
AS AN CLEMENT OF FACILITY'S REIMBURSABLE COST

This is to certify that each of the Listed licensed sedical professionals has entered
into financial arrangements with

(FACTUTTY NAHE)

, for the purpose of providing

€y (STAIE)
his/her services to patienty of this facility, and that currently on file in this facili-
ty is 2 Slatement of Authorization (MAP-347) executed by each of these individuals which
suthorizes payment by the Kentucy Medicaid Progras to
for services provided to eligible Kentucky Medicaid

(FACILITY)
Program recipients.

PROTESSIONAL'S ~ PROFESSIONAL'S
MEDICARE LICENSE DATE OF
NUMBER NUMBER SPECIALTY FACILITY EMPLOYMENT

SIGNATURE:

NAME :

DATE:

KENTUCKY KEDICAID
Provider!:

TRANSMITTAL #19(14] APPENDIX XI




oD ; APPENDIX X1

CABINET FOR HUMAN RESOURCES FOXm)
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

A

CERTIFICATION OF CONDITIONS MET (MAP-346)

» . .

“Me. g
4/R)
\\ CERTUCKY «EDICAL ASSISTANCE P0OCAM
\ CEATISICATION OF 20n017I0nS T
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CODING ADDENDUM

INPATIENT
REVENUE CODES DESCRIPTION
423 Group Rate
424 Evaluation or Re-Evaluation
440 Speech Therapy, General
441 Visit Charge
442 Hourly Charge
443 Group Rate
444 Evaluation or Re-Evaluation
450 Emergency Room, General -(For Services provided
prior to June 1, 1991)
460 Pulmonary Function
470 Audiology, General
472 Treatment
480 Cardiology, General
481 Cardiac Cath Lab
482 Stress Test
610 MRI, General
611 Brain (including Brainstem)
612 Spinal Cord (including Spine)
621 Supplies Incident to Radiology
622 Supplies Incident to other Diagnostic Services
634 Erythropoietin (EPO) Less than 10,000 Units
635 Erythropoietin (EPO) 10,000 or More Units
636 Erythropoietin (EPO) Drug Requiring Detailed Coding
700 Cast Room, General
710 Recovery Room, General
720 Labor/Delivery Room, General
721 Labor
722 Delivery
723 Circumcision
724 Birthing Center (For services provided prior to
June 1, 1991). :
730 EKG/ECG, General
731 Holter Monitor
732 Telemetry (Includes fetal monitoring)
740 EEG, General
750 Gastro-Intestinal Services, General
760 Observation Room, General (For services provided

prior to June 1, 1991).
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CODING ADDENDUM

QUTPATIENT
REVENUE CODES

DESCRIPTION

424 Physical Therapy, Evaluation or
Re-Evaluation

440 Speech-Language Pathology, General

441 Speech-Language Path. - Visit Charge

442 Speech-Language Path. - Hourly Charge

443 Speech-Language Path. - Group Rates

444 Speech-Language path. - Evaluation or

Re-Evaluation

450 Emergency Room

460 Pulmonary Function

470 Audiology, General

471 Audiology, Diagnostic

472 Audiology, Treatment

480 Cardiology, General

481 Cardic Cath, Lab

482 Stress Test

510 Clinic, General

512 pental Clinic

610 MRI, General (Effective Date 11/25/85)

611 MR1, Brain (Effective Date 11/25/85)

612 MRI, Spine (Effective Date 11/25/85)

621 Supplies Incident to Radiology

622 Supplies Incident to Other Diagnostic Services

634 Erythropoietin (EPO) Less Than 10,000 Units

635 Erythropoietin (EPO) 10,000 or more Units

636 Erythropoietin (EPO) Drug Requiring Detailed Coding

700 Cast Room

710 Recovery Room

720 Labor Room/Delivery, General

721 Labor Room

122 Delivery Room

723 Circumcision

724 Birthing Center

730 EKG/ECG (Electrocardiogram), General

731 Holter Monitor

132 Telemetry (Inc) Fetal Monitoring)

740 EEG (E]ectrocencepha]ogram), General

750 Gastro-Intestinal Service General
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DESCRIPTION OF KENTUCKY

ADVANCE DIRECTIVE LAW

In compliance with the mandate for Kentucky to develop awritten
description of its statutory and case law concerning advance directives,
this office presents such a description below, which is based on statutory
law, there being no case law which has specifically addressed the issue.

KENTUCKY LAW ON ADVANCE DIRECTIVES FOR MEDICAL DECISIONS

THE KENTUCKY LIVING WILL ACT

The 1990 session of the Kentucky General Assembly passed and the
Governor signed into law House Bill No 113, known as the Kentucky
Living Will Act, which is codified at KRS 311 .622-644 and now sanctions
the right of adult Kentuckians of sound mind to execute 3 written
declaration which would allow life-prolonging treatments to be
withheld or withdrawn in the event they become terminallyill and can
no longer participate in making decisions about their medical care. The
living will must be signed by the declarant in the presence of two
subscribing witnesses who must not be blood relatives who would be
beneficiaries of the declarant, beneficiaries of the declarant under the
descent and distribution statutes of Kentucky, an employee of a health
care facility in which the declarantis a patient, an attending physician of
the declarant, or any person directly financially responsible for the
dedlarant’'s health care. Theliving will must be notarized.
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Two physicians, one of whom being the patient’s attending
physician, would have to certify that the declarant’s condition was
terminal before the living will could be implemented. The living will
would not allow for the withholding of withdrawal of food or water, or
medication or medical procedures deemed necessary to alleviate pain,

and it would not apgly to pregnant women.

THE HEALTH CARE SURROGATE ACT OF KENTUCKY

Also enacted into law by the 1980 session of the Kentucky General
Assembly and the Governor was senate Bill No. 88, the Health Care
Surrogate Act of Kentucky, which is codified at KRS 311.970-986 and
allows an adult of sound mind to make 3 written declaration which
would designate one or more adult persons who could consent of
withdraw consent for any medical procedure of treatment relating to
the grantor when the grantor no longer has the capacity 10 make such
decisions. This law requires that the grantor, being the person making
the designation, sign and date the designation of health care sutrogate
which, at his option, may be in the presence of two adult witnesses who
also sign of he may acknowledge his designation befor.e a notary public
without witnesses. The health care surrogate cannot be an employee,
owner, director or officer of a health care facility where the grantor isa
resident or patient unless related to the grantot:

Exceptin limited situations, 3 health care facility would remain
obligated to provide food and water, treatment for the relief of pain,
and life sustaining treatment to pregnént women, notwithstanding the

decision of the patient’s health care surrogate.
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DURABLE POWER OF ATTORNEY

A person may execute, pursuantto KRS 386.093, a document known
as a durable power of attorney which would allow someone else tobe

designated to make decisions regarding health, personal, and financial

affairs notwithstanding the later disability or incapacity of the person
who executed the durable power of attorney.

PREPARED BY:

THE CABINET FOR HUMAN RESOURCES
OFFICE OF GENERAL COUNSEL
APRIL 22,1991
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Living Will Declaration

e C.pmad e ben e ciEs IS

Daclaraticn made this day of (monthd, (yeas).
— willhuDy and vohmtarily rake doown £y desire that my dying
all wunnmnypmm;dwﬁumdmmmumknhkbw.vddewrbym

uulhyﬂmthhauﬁhncllnmim!ceﬂdiﬁoalndmmzndhgndmﬂ)ot}\uphyﬂdln
htheirdmdwxhwde(avﬁmdmd\cmdimhbt\mbleud brevese sxd will result in death
withina relatively short time, and whmwmhaﬁme!wrpmlmgh;wmmndmm}y
wmmd&nypmlongthedyb;procm,ldmmtmdsmwkm}dduudodnwndﬂm
1 be permitied to die satrally with only the adminitraion of medication o th performance of srry
Mwmmmmmlnmuy.nwfwmmwhﬁnm

lM.hcnbumtolmynbﬁrytogiwdhxﬂamnprdh;hwdnduypmbn‘hgwl-
m.hbmymsano\nu\hdedanrioﬁmnbew&byn\yuum;p):;ﬁdmnﬂmyhmby
umﬁmmo{mmmmmmmmammmmlw te
consequences of soch refusal .

UlhnM&MumN@htthhMwah;m
this directive shall have no farce of effect during the course of vy pregrarcy.

lmdamndu\tl\mmponohhhdedanﬁoamdhmmﬁombymmnymtymh
make this declaration.

Saate of Kentucky
County of

)
Bt
)

Wuhwmwaumu,m%bywlmd

__ Living WD Declarant. and _and -
T Inown to e 10 bt wimesses whote NT ATt sach sgned to the fore-
msgmmmmmmmmwym L uving

WlIIDu:hmt.dedntdbnwtomzmmhmymwtmmuwum;

Living Wil Declarant Wimeas

Wicess

“Address

wmwwwmuw

- Living Wi Declarang, and
subscribed and sworn beloce me by
(day)ef (00th ) (827 )
Noary Public Sate at Large Catt my comrmenen aoues
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DESIGNATION OF HEALTH CARE SURROCATE

1 DESIGNATE AS MY HEALYH CARE SURROGATES) TO
MAKE ANY HEALTH CARE DECISIONS FOR ME WHEN 1 NO LONGER HAYE DECISIONAL CAPACITY,

IF REFUSES OR IS NOT ABLE TO ACT FOR ME,

| DESIGNATE AS MY EEALTH CARE SURROGATE(S).
ANY PRIOR DESIGNATION 1S REYOKED.

SIGNED THIS DAY OF 19

SIGNATURE AND ADDRESS OF THE GRANTOR

IN OUR JOINT PRESENCE. THE GRANTOR, WHO IS OF SOUND MIND AND EIGHTEEN YEARS OF
AGE. OR OLDER_VOLUNTARILY DATED AND SIGNED THIS WRITING OR DIRECTED T TO BE DATED
AND SIGNED FOR THE GRANTOR. '

SIGNATURE AND ADDRESS OF WITNESS

SIGNATURE AND ADDRESS OF WITNESS

COMMONWEALTH OF KENTUCXY

COUNTY

BEFORE ME, THE UNDERSIGNED AUTBORITY, CAME THE GRANTOR WHO 1S OF SOUND
MIND AND EXGHTEEN(15) YEARS OF AGE,OR OLDER,AND ACKNOWILEDGED THAT HE VOLUNTARILY
DATED AND SIGNED THIS WRITING OR DIRECTED ITTO BE SIGNED AND DATED AS ABOVE

DONE THIS DAY OF 1

SIGNATURE OF NOTARY PUBLIC

DATE COMMISSION EXPIRES:

T A DRl
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ADVANCE DIRECTIVE

ACKNOWLEDGMENT

NAME: DATE OF BIRTH:
SOC.SEC.#:

PLEASE READ THE FOLLOWING FIVE STATEMENTS:

Place your initials after each statement.

. thave been given written materials about my right to dccept
of refuse medical treatment. (initialed)

. Thave been informed of my right to formulate advance
directives. (Iniu’aied;

. tunderstand thatiam not required 1o have an advance directive
in order 10 receive medical treatment. {initialed)

_ tunderstand that the terms of any advance directive thatl
have executed will be followed by my caregivers 1o the extent
permitted by law. (Initialed)

_ tunderstand that ! can change my mind at any ime and that my
decsion will not resull in the withholding of any benefis or
medical services. (Initialed)

PLEASE CHECK ONE OF THE FOLLOWING STATEMENTS:

0 {HAVE EXECUTED AN ADVANCE DIRECTIVE.

O {HAVE NOT EXECUTED AN ADVANCE DIRECTIVE.

PauenvGuarcian

ReaithCare Provider Represeniative

TRANSMITTAL #19 APPENDIX XXI, Page 6
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PATIENT SELF-DETERMINATION PROTOCOL FOR CERTIFIED
HEALTH CARE PROVIDERS

. The Certified Health Care Provides shall inform all adult patients, in writing and
orally, of information under Kentucky taw concerning their right to make
decisions relative to their medical care.

_ The Certified Health Care Provider shall present each adult patient with 3
wn’t‘un copy of the agency’s policy concerning implementation of their
rights.

The Centified Health Care Provider shall not condition the provision of care or
otherwise discriminate 2gainst any patient based on whether the patient has
executed an advance directive.

. The Centified Heahh Care Provider shall document in the patient’s medical
record whether or not the patient has executed an advance directive.

. The Certified Health Care Provider shall ensure compliance with requirements
of Kentucky Law concerning advance directives.

_ The Certified Health Care Provider shall educate all agency staff and the
general public concerning advance directives.
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PATIENT SELF-DETERMINATION

policy:
Advise all adult patients {a person eighteen [18] years of age or older and who is of

wunq mind) of their rights concerning advance directives. {According to provider
type,i.e., admission, start of care, etc. .

Purpose:
1. To assure individuals understand they have the right to:
3. Acceptor refuse medical of surgical treatment; and

b. Formulate advance directives.

Procedutre:

Each Certified Healith Care Provider shall:

1. Designate a person or persons responsible for informing adult patients of their
right to make decisions concerning their medical care.

2. Distribute to each aduit patient the following information:

3. The Cabinet for Human Resources ' description of Kentucky Lawson
Advance Direcuves.

b. Agency policy regarding implementation of advance directives.

NOTE: Recommend distribution of additionalinformation to assist patients
and/or stat in understanding advance direcuves. The following materials are
acceptable:

*Advance Directives ksues and Answers®
Hospice of the Bluegrass

*Advance Directives, Living Will, Health Care
Surtogate, Durable Power of Attorney” Video
Hospice of the Bluegrass

* About Advance Medical Directives®
Channing Bete Co., Inc.
“living Will*
Oivision of Aging Services
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PATIENT SELF-DETERMINATION {Continued)

*Planning For Difficult Times - Tomorrow’s Choices”
*Planning For Ditficult Times - A Matter of Choice”
American Association of Retired Persons

3. Maintain Living Will and Designation of Health Care Surrogate documents for
distribution to adult patients upon request.

. Documentation supporting compliance with the requirements regarding
non-discriminatory care shall be incorporated into the Quality Assurance
process.

5. Documentation supporting the patient’s decision to formulate an advance
directive shall be included in the medical record. (Recommend use of
attached Advance Directive AcknowledgmentForm.) A processshall be

developed to assure appropriate staff are advised of the patient’sdirective.

6. Documentation supporting all aspects of the staff and ?eneul public education
campaign shall be recorded by appropriate personnel.

7. Stipulate by policy, family members or quardians will be provided with

information regarding advance directives when the patient is comatose or
otherwise incapacitated and unable to receive the informaton. Once he or she
is nolonger incapacitated the information must be provided directly to the
adult patient.

e S RO ) PR v el ciean-a®”
Rt L L L T A P il AL ON My

APPENDIX XXI, Page 9

TRANSMITTAL #19




NE (O Form APPENDIX XXII

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

HEALTH INSURANCE CLAIM FORM (HCFA-1500 Rev. 12/90)
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